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11. There are no ESSENTIAL investigations required prior to transfer. However, a blood gas and an emergency
department ultrasound are considered useful, if these incur no delay.
12. Investigations including FBC, U&E, amylase, X-match, CT scans MUST not delay transfer to a centre that can provide
deﬁnitive care. If an alternative diagnosis is more likely, or the investigation can be performed without causing
delay, it is reasonable to perform these investigations before transfer.
13. Patients should be treated, if necessary, with both analgesia (according to the College of Emergency Medicine
[CEM] guidelines) and ﬂuids before and during transfer. Blood products and inotropes may be required, their
use should be supervised by a ST4 or above, trainee or equivalent or consultant.
14. A time-critical transfer in a 999 ambulance, preferably with a paramedic crew is required, although this is
not essential.
15. Patients requiring inotropic support will need a suitably experienced and trained medical escort for transfer.
16. The facility to transfer CT images electronically must be in place to ensure all images are transferred to the
receiving hospital. If electronic transfer is not possible, a CD or DVD of DICOM ﬁles must accompany the patient.
17. Patients should not travel with blood products, unless transfusion already commenced.
18. Patients who remain cardiovascularly stable should be transferred to either an emergency department resuscitation
bed or local equivalent. Patients who are unstable may need rapid transfer to theatres.
19. Transfer to a specialist vascular centre should occur within 30 minutes of diagnosis.
a If consultants are off-site, out of hours, the most senior person involved in patient care should initiate the discussion/referral.
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Dear Dr Hinchcliffe and coworkers,
Thank you very much for your comment on our article. We
do agree with the target, transfer within 30 min and
welcome the guidelines, which are to a great extent in
accordance with our current practice. The main exceptions
are that diagnosis is usually conﬁrmed by CT prior to
transfer, and that time to transfer may exceed 30 min due
to waiting time for helicopter or airplane transportation.
Communication about the patient will usually be between
the surgeon on call at the local hospital and the vascular
surgeon on call at the vascular centre.
We have so far not assessed why 80% of the patients
were referred directly to hospitals with a vascular surgery
service. This is most likely due to a complex set of reasons,
such as the distribution of vascular centres and good pre-
hospital assessment aided by The Norwegian Index for
Emergency Medicine.1 In addition, there are reports indi-
cating that Norway has a higher number of local hospitals
with acute services per capita than the other Scandinavian
countries.2 Other contributing factors to the high
percentage of patients that can be operated upon after
transportation may include a shared imaging infrastructure
between hospitals, facilitating expert assessment and
allowing operation planning prior to arrival, which is
especially useful in EVAR. However, this is at present only
available in one regional health authority, covering 15% of
the population and has thus no great impact on overall
results.
Improving patient logistics and infrastructure certainly is
worthwhile, but we want to emphasize our view, that only
screening of all men over 65 years of age for early diagnosis
102 European Journal of Vascular and Endovascular Surgery Volume 45 Issue 1 January/2013and surveillance will result in a signiﬁcant reduction in
mortality from AAA rupture. If the recently noticed
decrease in incidence of AAA is true, the time to implement
such screening is now.
REFERENCES
1 Norwegian Medical Association. Norsk indeks for medisinsk
nødhjelp [Norwegian index of emergency medical assistance].
3rd ed. Stavanger: The Laerdal Foundation for Acute Medicine,
ISBN 82-91823-98-7; 2009.
2 Kalseth B, Anthun KS, Kittelsen SAC, Persson BA. Specialist
healthcare in the Nordic countries [Spesialisthelsetjenesten i
Norden. Sykehusstruktur, styringsstruktur og lokal arbeidsorga-
nisering som mulig forklaring på kostnadsforskjeller mellom
landene] 2011. Sintef report A19615.M. Altreuther
Department of Vascular Surgery, St. Olavs Hospital HF,
University Hospital of Trondheim, NorwayB.J. Brattheim*
Department of Radiography, Sør-Trøndelag University
College (HiST)/ Faculty of Medicine, Norwegian Research
Centre for Electronic Patient Records (NSEP), Norwegian
University of Science and Technology (NTNU),
Trondheim, Norway
A.D. Landmark
Faculty of Medicine, Norwegian Research Centre for
Electronic Patient Records (NSEP), Norwegian University of
Science and Technology (NTNU), Trondheim, Norway
*Corresponding author. Tel.: þ4792656012.
Email-address: Berit.J.Brattheim@ntnu.no (B.J. Brattheim)
Available online 28 November 2012
 2012 European Society for Vascular Surgery. Published by
Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.ejvs.2012.11.004
DOI of original article: http://dx.doi.org/10.1016/
j.ejvs.2012.10.023
